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Up-to Date Review And Case Report

Uses of tongue ﬂaps in oroantral communication
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Abstract -- Introduction: The tongue ﬂap is a surgical option to stop oroantral communication (OAC). Observation:
An OAC secondary to a palatal cystic adenoid carcinoma was treated with a tongue ﬂap. The intervention consisted of
creating a pedicle ﬂap to close the gap, which was then used to close the communication 3 weeks after the ﬁrst
procedure. Discussion: The tongue ﬂap allows for the closure of the relatively large OAC, it has the advantage of
being reliable and easy to perform; however, its main disadvantage is the need for two separate surgical
interventions. Between the two procedures, the patient’s diet must be exclusively mixed.

Introduction

We decided to close OAC with a tongue ﬂap after informing
the patient regarding the need for a second procedure after 3
weeks of warm mixed feeding.
The ﬁrst surgery was performed under general anesthesia with
nasotracheal intubation. After the debris from OAC had been
cleared, the tongue ﬂap was stretched across the lingual median
furrow as needed, according to the gap that needed to be covered.
After administering xylocaine mixed with adrenaline, a tracer
incision was marked and an incision was made over it. A 5-mmthick musculomucosal ﬂap with an anterior pedicle was grafted.
The posterior end of the lingual ﬂap was sutured to the anterior
margin of the OAC with interrupted Vicryl 4/0 sutures (Figs. 2 and 3);
The lingual donor area was closed with Vicryl 3/0 sutures,
and the patient was placed on amoxicillin, clavulanic acid,
paracetamol, and mouthwash for oral hygiene. A lukewarm mixed
diet was prescribed. The surgical procedure was performed
without any complications and the wound healed after 10 days.
After 3 weeks the second procedure was performed under
local anesthesia, where the base of the ﬂap was sutured to the
posterior margin of OAC. The surgical procedure was performed
without any complications and the wound healed after 10 days.
As a precaution a lukewarm mixed diet was prescribed for 10
days, after which the patient was referred to a speech therapist.
After 3 months, the healing was satisfactory (Figs. 4 and 5) and
phonation was restored to normal.

Oroantral communication (OAC) poses problems with
phonation, nasal regurgitation, and oral hygiene that may
complicate chronic rhinosinusitis [1].
Several techniques have been described for the closure of
OAC. The obturator prosthesis was the ﬁrst described technique
that had the disadvantages of not completely closing OAC and
was intolerable in the long-term. Palatal plates can be a
temporary solutions before surgery to protect the surgical site.
The prevention of OAC and palatal ﬁstulas in patients
requiring multiple surgical intervention is too complicated for
palatoplasties and localized procedures.
The frontal tongue ﬂap was introduced in France in the
1970s by Gosserez [2], it has the advantage of being reliable
and easy to perform.
Here, we present the case in which a tongue ﬂap procedure
was used for closing an OAC.

Observations
A 40-year-old patient with no speciﬁc past medical history
consulted us with for an OAC that occurred 3 months ago. OAC
occurred after surgical resection and postoperative radiotherapy for a cystic adenoid palatal carcinoma (Fig. 1). The patient
reported that she had already undergone local palatoplasty on
two separate occasions. The test found an OAC of approximately
2 cm in diameter within a scarred palate.

* Correspondence: mmoumine@yahoo.com

Comments
The aim of this article was to highlight the use of a tongue
ﬂap to close an OAC. The closure of an extended OAC, especially
in cases with a history of multiple procedures, is a dilemma.
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unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
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Fig. 3. Attachment of the ﬂap to the palate.
Fig. 1. Oroantral communication.

Q12 Fig. 2.

Edge of the bank and removal of the tongue ﬂap for a marginal

pedicle.

Moreover, palatoplasty by local ﬂaps is unsuitable in the
context of irradiated tissues.
Many authors have proposed different techniques. Locoregional ﬂaps, such as the buccinator ﬂap, usually with an upper
pedicle, are used for closing OACs. Musculomucosal ﬂaps
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receive blood supply from the facial artery, and nasal ﬂaps
received blood supply from the facial artery. The disadvantage
with these ﬂaps is the need for the extraction of a molar [3].
The temporalis muscle ﬂap allows for the reconstruction of a
wider palate [4].
The use of revascularized ﬂaps such as prebrachial [5], an
iliac ridge, and a fasciocutaneous ﬂaps has also been reported.
These ﬂaps are indicated when the gap is greater, often
resulting from tumor resections or trauma [4].
Tongue ﬂaps were described nearly a century ago by GuerreroSantos, and were modiﬁed by Bakamjian and Gosset [2].
Their advantages are simplicity, efﬁciency, and reliability,
thanks to the vascularity of the tongue, which is supplied by
the two lingual arteries, which are branches of the carotid
arteries, on either side. In addition, there is no morbidity at the
donor site. Each lingual artery has two main branches: one
dorsal and the other ventral (the ranine artery). The two dorsal
arteries anastomose at the proximal part of the mobile tongue ,
and the two ventral arteries anastomose at the distal part of the
tongue (Fig. 6).
This double vascularization allows different types of tongue
ﬂaps [6]: dorsal, ventral, marginal to distal pedicle, marginal
pedicle and distal bipedicle (similar to the head of hammerhead
sharks).
The lingual ﬂap may be a distal pedicle ﬂap vascularized by
the anastomosis of the ventral arteries or a proximal pedicle
vascularized by the anastomosis of the dorsal arteries. The
latter is not used often because of the risk of the pedicle
tearing resulting from the pull from the base of the tongue.
The disadvantages of this technique are the following: two
separate surgical procedures, discomfort lasting approximately
3 weeks because of LOM, reduction of lingual mobility, speech
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Fig. 4. Result after 3 months.

Fig. 6. (A) lingual vascularization according to Bracka; (B) marginolingual ﬂap with distal pedicle; (C) marginolingual to proximal
pedicle ﬂaps; (D) distal marginolingual bipedicle ﬂap.

Conclusion
Fig. 5. Tongue after 3 months.

problems, and the need for nasogastric intubation in the period
between the two procedures (as recommended by some
practitioners).

Tongue ﬂap is simple and reproducible. It allows the closure
of extended OACs in patients who have had multiple surgeries.
It is a surgical alternative to obturator prostheses, which are
often not well-tolerated by patients in the long-term. The
functional and aesthetic results of tongue ﬂaps are excellent,
and the surgical procedure is simple.
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